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Abstract
Behaviors and cognitions specific to the eating symptomatology of 
bulimia nervosa and variables associated with this syndrome were 
assessed among 3 groups of college women: bulimics; nonbinging,
nonpurging dieters; and nonbulimic, nondieting normals.
Symptom-specific factors that were assessed included bulimia, body 
dissatisfaction, drive for thinness, eating- and weight-specific 
cognitions, and endorsement of sociocultural prescriptions for thinness 
among women. Nonsymptom-specific factors included perfectionism, 
interoceptive awareness, interpersonal distrust, maturity fears, 
ineffectiveness, global cognitions, and sex-role variables. Consistent 
with group assignment, data from measures of symptom-specific factors 
showed that dieters occupied a point midway between bulimics and normals 
in terms of their eating behavior and weight-control concerns. 
Questionnaire data concerning nonsymptom-specific factors revealed that 
general dysfunction distinguished bulimics from both dieters and 
normals, but did not differentiate dieters from normals. Findings 
support a profile unique to bulimics, which is characterized by symptom 
plus nonsymptom-specific pathology. The profile dieters demonstrated 
was nonsymptom-specific pathology comparable to that of normals, and a 
level of symptom-specific pathology intermediate to bulimics and 
normals. Findings indicate a need to better conceptualize dieting 
behavior, particularly for research on the causal role of dieting in 
bulimia nervosa. A comparison of the results with those from research 
on restrained eating further suggests the need to distinguish between 
dieting and restrained eating.
tom-Specific and Nonsymptom-Specific Factors 
Eating Disorders: A Comparison of
Bulimics, Dieters, and Normals
1Overview
Proponents of a continuum hypothesis of eating behavior have 
asserted that individuals vary in degree, rather than quality, of 
behaviors and cognitions related to eating and weight (Button & 
Whitehouse, 1981; Fries, 1974; Nylander, 1971; Polivy & Herman, 1987; 
Rodin, Silberstein, & Striegel-Moore, 1985). This conceptualization is 
supported by two lines of research. First, epidemiological studies have 
shown that symptoms of bulimia nervosa are common among young women in 
the general population (e.g., Fairburn & Cooper, 1982). Second, 
experimental manipulations that have induced excessive consumption of 
food in women who report restricting their food intake demonstrate that 
the pattern of disordered eating characteristic of bulimia nervosa can 
be found in a group of individuals other than bulimic women (e.g.,
Herman & Mack, 1975).
Dieting, an activity in which a majority of noneating-disordered 
women in Western society engage, may represent an intermediate position 
of eating behavior on an eating continuum. Dieters may occupy a 
position between eating disorder patients, whose behavior is symptomatic 
and disordered, and women whose behavior is nonsymptomatic, and does not 
feature binging or weight-loss concerns.
Proponents of a discontinuity between eating disorders and 
"normal" dieting, however, have argued for qualitative differences 
between the eating behavior of bulimia nervosa patients and dieters 
(e.g., Bruch, 1962). According to this discontinuity hypothesis, a 
fundamental psychopathology underlies the eating patterns of bulimia 
nervosa patients, but not for dieters (Hsu, 1989).
2Investigations of both eating- and weight-related pathology 
characteristic of bulimia nervosa (symptom-specific pathology) and 
pathology not related to eating and weight issues (nonsymptom-specific 
pathology) have indicated that there may be validity to both sides of 
the discontinuity-continuity debate,(Garner, Olmsted, & Garfinkel, 1983; 
Olmsted & Garner, 1986; Thompson & Schwartz, 1982). In particular, a 
study by Garner, Olmsted, and Garfinkel (1983) demonstrated that (a) 
eating pathology among women classified as weight-preoccupied was 
comparable to that of anorexia nervosa patients (supportive of 
continuity), and (b) the groups were distinguishable on 
noneating-related pathology (supportive of discontinuity).
This research concerns symptom-specific and nonsymptom-specific 
factors in bulimic women, repeat dieters who did not fulfill diagnostic 
criteria for bulimia nervosa, and nondieting, nonbulimic control women. 
Variables chosen for this research have been implicated in the etiology 
and maintenance of bulimia nervosa, and have been considered to 
differentiate eating-disordered women from noneating-disordered women. 
They include the cognitive and behavioral symptoms of bulimia and 
anorexia nervosa as assessed by the Eating Disorder Inventory (EDI; 
Garner, Olmsted, & Polivy, 1983), cognitions specific to eating and 
weight issues, noneating- and nonweight-specific cognitions, endorsement 
of cultural prescriptions for thinness in women, and sex-role traits, 
behaviors, and attitudes.
The Continuum Hypothesis
Several researchers and clinicians have asserted that eating 
behavior is a continuum comprised of behaviors ranging from normal to
3pathological (Button & Whitehouse, 1981; Fries, 1974; Nylander, 1971; 
Polivy & Herman, 1987; Rodin et al., 1985). According to the continuum 
hypothesis, people differ in the degree to which they engage in or 
endorse certain behaviors and attitudes related to eating. Thus, 
symptoms of anorexia nervosa and bulimia nervosa differ only in degree 
of pathology from symptoms associated with subclinical forms of these 
disorders (Polivy & Herman, 1987).
Nylander (1971) first proposed the continuum hypothesis after 
discovering that a majority of Swedish female high school students 
perceived themselves as fat, and that nearly 10% reported three or more 
symptoms of anorexia nervosa in the context of weight loss attempts 
including fatigue, food preoccupation, anxiety, amenorrhea, and 
depression. Nylander suggested that extreme caloric restriction 
associated with dieting serves to produce a clinically significant level 
of anorexia nervosa.
Fries (1974) found that women with a history of self-imposed 
weight loss but who failed to satisfy diagnostic criteria for anorexia 
nervosa still shared marked overestimation of body part widths and 
anorexic behaviors with anorexia nervosa patients. The interpretation 
of these findings was that the degree of illness rather than diagnostic 
criteria distinguished the two groups (Fries, 1974). Fries (1977) later 
postulated that dieting that initially represents cosmetic concerns 
leads to intense dieting characteristic of anorexia nervosa.
Button and Whitehouse (1981) compared responses of college 
students and anorexia nervosa patients on the Eating Attitudes Test 
(EAT; Garner & Garfinkel, 1979), a self-report measure of pathological
4attitudes toward food, weight, and eating. Although the patients' mean 
score was significantly higher than the students' mean score, 28 female 
students (out of 578 students) also scored in the anorexic range. These 
high scorers could not be distinguished from patients on the basis of 
mean EAT scores. Additionally, the proportion of high-scoring females 
who reported self-induced vomiting did not differ substantially from the 
proportion of anorexics who reported vomiting (39% vs. 46%). The 
authors concluded that "...many young women experience the preoccupation 
with weight and the forms of behaviour associated with anorexia nervosa 
without being extremely emaciated" (p. 514), and that true cases of 
anorexia nervosa constitute "... the tip of the iceberg with respect to 
excessive weight concern among young females" (p. 514).
Proponents of the continuum hypothesis have pointed out that to 
diagnose an individual as having an eating disorder implies that the 
nature of one's eating behavior is abnormal, far removed from both the 
type of eating considered normal, and the type of eating in which a 
majority of people engage. Further, this pattern of disordered eating 
defines the condition, distinguishing those people who suffer from an 
eating disorder and those who do not (Polivy & Herman, 1987). In 
contrast, proponents of the continuum hypothesis argue that defining an 
eating disorder solely by the pattern of ingestion is not a good enough 
discriminator. It is circular to assert that what distinguishes 
eating-disordered women from noneating-disordered women is inherent in 
the nature of their eating. Rather, it is more accurate to 
conceptualize eating behavior on a continuum of ordered (nonsymptomatic) 
to disordered (symptomatic). As such it is a matter of degree that
5separates women whose behavior is nonsymptomatic and normal from those 
women whose behavior is symptomatic and judged abnormal.
Two lines of evidence support an eating continuum: 
epidemiological data suggesting that symptoms of bulimia nervosa exist 
within the general population, and laboratory research on restrained 
eating, a possible analogue for the cycle of weight control and binge 
eating seen in bulimics. Normal dieting, as a symptom of bulimia 
nervosa, is highly relevant to the continuum concept. Of particular 
interest is the issue of whether bulimia nervosa represents an extreme 
form of normal dieting (Hsu, 1989).
Symptoms of Bulimia Nervosa
Findings from epidemiological research on bulimia nervosa provide 
support for a continuum conceptualization of eating disorders. This 
research confirms that behavioral and cognitive symptoms of bulimia 
nervosa are found in a majority of young women.
Five criteria set forth in the revised edition of the 
DSM-III (DSM-III-R; American Psychiatric Association, 1987) define 
bulimia nervosa:
(a) Episodic binge eating (rapid consumption of a large amount of 
food in a discrete time period);
(b) Perceived lack of control over eating behavior during binges;
(c) Regular engagement in weight-control efforts (self- induced 
vomiting, use of laxatives or diuretics, strict dieting or fasting, or 
vigorous exercise);
(d) A minimum average of two binge eating episodes a week for at 
least three months;
6(e) Persistent overconcern with body shape and weight.
Binge eating in bulimia nervosa patients and among women in the 
general population. Several indices have been used to define binge 
eating, in particular to distinguish episodes of overeating from 
clinically significant binges, those that are truly bulimic in nature. 
Quantitative indices of binge eating include the amount of food consumed 
per binge and the duration of consumption, and the frequency of binging. 
Patients' reports of the amount of food consumed during a binge reflect 
excessive consumption, but also a considerable range of calories (e.g., 
reports of between 1,200 and 11,500 calories per episode [Mitchell,
Pyle, & Eckert, 1981]). Some patients have reported episodes that 
lasted 15 minutes to 8 hours (Pyle, Mitchell, & Eckert, 1981). Bulimic 
patients in a study by Abraham and Beumont (1982) described binges as 
occurring in discrete episodes, while women with a longer history of the 
disorder described their episodes as continuous, sometimes occurring 
over days or weeks. Within patient samples the percentages of bulimics 
reporting at least daily binging ranges from approximately 20% (e.g., 
Johnson, Stuckey, Lewis, & Schwartz, 1982; Pyle et al., 1981) to 
approximately 50% (e.g., Fairburn 6c Cooper, 1984b).
Qualitative indices of binge eating include a bulimic's own 
subjective definition and perception, the secretive nature of binge 
eating, and the type of food consumed during a binge. Fairburn et al. 
(1986) argue that an individual's experience of an episode as outside 
voluntary control is of "primary importance" (p. 391) in diagnosing 
whether or not an episode of binge eating truly represents a symptom of 
the syndrome. Patients report feeling guilty and shameful following a
7binge (Russell, 1979). The secretive nature of binge eating has been 
emphasized as a quality that distinguishes it from overeating (Abraham & 
Beumont, 1982; Johnson & Berndt, 1983; Russell, 1979). Another feature 
of binge eating is the consumption, almost exclusively, of "junk foods," 
those the individual considers fattening, and has attempted to avoid 
(Abraham & Beumont, 1982; Fairburn et al., 1986; Mitchell et al., 1981).
Self-report data support clinical data that binging is a 
predominant feature of the eating behavior of these women. Bulimics 
score significantly higher on measures of binge eating compared with 
noneating-disordered women (e.g., Gross, Rosen, Leitenberg, & Willmuth, 
1986), including those who report binge eating but none of the other 
symptoms of bulimia (Katzman & Wolchik, 1984).
Although binge eating is the cardinal feature of bulimia nervosa, 
this behavior also occurs in nonclinical populations. In survey 
studies, the percentages of college females who have reported binge 
episodes range from 56% (Katzman, Wolchik, 6e Braver, 1984) to 79% 
(Hawkins & Clement, 1980), though lower estimates of binge eating among 
university women have been reported (e.g., 17%, Hart & Ollendick, 1985). 
Among studies employing DSM-III-R criteria, 38% of college women report 
having a problem with binge eating (Mintz & Betz, 1988); 10.1% reported 
binge eating twice weekly or more often (Schotte & Stunkard, 1987);
16.3% reported binging once a week (Schotte 6c Stunkard, 1987); and 10% 
reported binging more than once weekly (Drewnowski, Yee, 6c Krahn, 1988). 
Cooper and Fairburn (1983) found that 20.9% of women attending a family 
planning clinic reported a binge eating episode in the two months prior 
to the study and Rosenzweig and Spruill (1987) found 35% of their sample
8reported binge eating at the time of the survey. Crowther and Chernyk 
(1986) classified 24% of their adolescent sample as "severe bingers," 
and Johnson, Lewis, Love, Lewis, & Stuckey (1984) found that 21% of high 
school girls reported weekly or more frequent binge eating episodes.
Weight control in bulimia nervosa patients and among women in the 
general population. Another diagnostic feature of bulimia nervosa is 
regular engagement in certain behaviors to prevent weight gain: 
self-induced vomiting, use of laxatives or diuretics, or strict dieting, 
fasting or vigorous exercise (American Psychiatric Association, 1987). 
Vomiting has been considered one of the most pernicious aspects of 
bulimia nervosa (Russell, 1979), and has been reported to occur within 
bulimic samples at high frequencies, most often following an episode of 
binge eating (Fairburn et al., 1986; Mitchell et al., 1981). Weekly 
vomiting has been reported to occur in 73.9% (Freeman, Barry, Turnbull,
6c Henderson, 1988) and 87.5% (Yates 6c Sambrailo, 1984) of samples 
studied. Substantial numbers of bulimic women have reported daily or 
more than daily vomiting as well--for example, 47% (Pyle et al., 1981), 
and 59.2% (Johnson 6c Berndt, 1983). Purgative abuse is less common 
within bulimic samples (e.g., Pyle et al., 1981), however, combined use 
of vomiting and laxatives has been reported by 25% to 30% of subjects 
(Fairburn 6c Cooper, 1984b; Johnson 6c Berndt, 1983).
Scores obtained by bulimic women on self-report measures of 
dietary behavior support the high degree of concern with weight control 
among bulimics. Compared with noneating-disordered women, bulimics have 
reported significantly greater concern with dieting (Gross et al.,
1986) , and have even reported significantly more dietary concern than
restricting anorexics (Garner, Garfinkel, & 0'Shaughnessy, 1985).
Weight control is also a popular activity among nonbulimic women 
in college and noncollege populations. In samples of college females, 
estimates of self-induced vomiting have ranged from approximately 3% 
(Button & Whitehouse, 1981; Hawkins & Clement, 1980) to 12% (Halmi,
Falk, & Schwartz, 1981). Mintz and Betz (1988) found that among 643 
female undergraduates, 53.7% reported engaging in some aspect of dieting 
(eating low calorie foods, eating on a special diet, fasting, skipping 
meals, counting calories, stopped eating sweets or meat) on a daily 
basis; 28.3% of the sample reported these behaviors more than once 
daily.
In surveys (Fairburn & Cooper, 1984a; Wooley & Wooley, 1984; 
Rosenzweig & Spruill, 1987) and studies of female outpatients at medical 
clinics (Cooper & Fairburn, 1983), the percentages of subjects who 
reported having used or currently using some means of weight control 
range from approximately 7% to 50%. A desire for thinness and 
associated weight control efforts are prevalent even among adolescent 
girls, for instance, Rosen and Gross (1987) report that approximately 
two-thirds of adolescents are trying to lose weight.
Body image disturbance in bulimia nervosa patients and among women 
in the general population. Two aspects of the weight control concerns 
among bulimics have been researched: objective perceptions of body
shape and evaluative attitudes toward weight and shape. Studies of the 
perceptual component of body image disturbance have emphasized (a) 
bulimics' marked tendency to overestimate the sizes of body parts and 
their whole body (American Psychiatric Association, 1987), and (b) the
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extent to which a bulimic's actual size differs from a subjective ideal.
Bulimics have overestimated body parts or their body size to a 
significantly greater extent than several noneating-disordered 
comparison groups, including normals (e.g., Mizes, 1988b; Ruff &
Barrios, 1986; Willmuth, Leitenberg, Rosen, Fondacaro, & Gross, 1985), 
neurotics (Norris, 1984), anorexics (Touyz, Beumont, Collins, & Cowie, 
1985), and women with nonweight-related phobias (Freeman, Thomas,
Solyom, & Koopman, 1985). At all weight levels, bulimics overestimated 
their body sizes to a significantly greater extent than same-size 
normals (Williamson, Davis, Goreczny, & Blouin, 1989).
The extent to which a bulimic's actual size differs from a 
subjective ideal, and the discrepancies between bulimics' actual and 
preferred (ideal) sizes have been a second focus of perceptual studies. 
Typically bulimics report a preference for an ideal body size that is 
significantly smaller than (a) their actual size (Freeman et al., 1985; 
Touyz et al., 1985); (b) their self-perceived size (Counts & Adams, 
1985); and (c) ideal sizes chosen by comparison groups, including 
anorexics (Touyz et al., 1985), and obese women (Williamson, Kelley, 
Davis, Ruggerio, & Blouin, 1985). In addition, bulimics at all weights 
have chosen a smaller ideal than nonbulimic women (Williamson et al., 
1989) . Clinical reports concerning the attitudinal component of body 
image disturbance in bulimia nervosa have described among bulimics an 
extreme fear of fatness, sensitivity to weight gain, and disparagement 
of their body parts and shape (e.g., Fairburn & Cooper, 1984b; Russell, 
1979). On self-report measures, bulimics have reported significantly 
more dissatisfaction with their bodies than nonbulimic women (e.g.,
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Crowther & Chernyk, 1986; Gross et al., 1986) mild bingers (Crowther & 
Chernyk, 1986), or binge eaters (Katzman & Wolchik, 1984).
Normal-weight bulimics and bulimic anorexics have even reported 
significantly greater body dissatisfaction compared with restrictor 
anorexics (Garner, Garfinkel, & 0 'Shaughnessy, 1985). Bulimics have 
reported significantly greater fear and repulsion with food than 
normal-weight women (Weiss & Ebert, 1983), and significantly more 
pathological attitudes toward weight gain compared with both normals 
(Gross et al., 1986; Crowther & Chernyk, 1986) and mild bingers 
(Crowther 6c Chernyk, 1986). Cooper, Taylor, Cooper, 6c Fairburn (1987) 
reported that 50% of a community sample of young women and 5% of bulimia 
nervosa patients showed no concern with body shape, while approximately 
80% of the patients and 20% of the community sample had moderate or 
extreme body shape concerns.
These body image studies depict the typical bulimic as an 
individual who (a) cannot accurately perceive the dimensions of her body
and body parts, (b) experiences a discrepancy between her ideal and
actual size that is much greater than that reported by other women, and
(c) shows concern with and negatively evaluates her weight and shape. 
However, there are exceptions to this picture: Cash and Brown (1987)
have pointed out that some data from these studies do not warrant the 
conclusion that such disturbances are unique to bulimics. For instance, 
across studies there has been greater variability in size estimates 
among bulimics in comparison to controls, and overestimation from
control groups in these studies has also been typical (e.g., Freeman et
al., 1985; Ruff 6c Barrios, 1986). As Cash and Brown (1987) have noted,
12
noneating-dlsordered women have overestimated their body sizes, 
including pregnant (Slade, 1977), neurotic (e.g., Norris, 1984), obese 
(Fries, 1977; Garner, Garfinkel, Stancer, & Moldofsky, 1976), and 
college women (Cash & Green, 1986; Wardle & Foley, 1989). Some studies 
have failed to find any differences between bulimics and comparison 
groups in terms of size estimation (e.g., Birtchnell, Lacey, & Harte, 
1985; Birtchnell, Dolan, & Lacey, 1987), desired- and actual-weight 
discrepancies (Counts arid Adams, 1985; Crowther & Chernyk, 1986), or 
body dissatisfaction (Crowther and Chernyk, 1986).
The argument that body image disturbance distinguishes bulimics 
from noneating-disordered women is weakened by the inconsistent findings 
in this area. A few issues outlined by Cash and Brown (1987) may shed 
light on the state of body-image research. First, a vague concept of 
the body-image construct has guided much of the research in this area. 
Secondly, the wide variety of techniques used to measure body image, 
along with disagreement concerning which components of body image 
(affective vs. perceptual) these various techniques actually measure, 
make it difficult to compare findings. Finally, individual-difference 
and situational factors that have been demonstrated to influence the 
extent of overestimation further complicates the issue. Clearly, any 
future progress in understanding body image will depend on whether there 
is resolution to these problems.
Due to the nature of research on body image, findings as a whole 
do not strongly support a conceptualization of body image disturbance as 
unique to bulimia nervosa. Another piece of evidence that further 
damages such an idea derives from epidemiological research that suggests
13
the existence of body image disturbance within the general population.
A large body of research has documented the feeling of fatness in 
a majority of women, regardless of their actual weight (Rodin et al.,
1985). Prevalence estimates for weight preoccupation in 
noneating-disordered women based on EAT and EDI scores range from 6% 
(Button & Whitehouse, 1981) to between 11% and 13% (Garner 6c Garfinkel, 
1979; Raciti 6c Norcross, 1987).
Kiemle, Slade, 6c Dewey (1987) found that among 36 women in their
sample identified as at risk for an eating disorder, 5.4% (23) were
significantly dissatisfied with their bodies. However, of 338 women who 
were not identified as at risk, nearly 30% (123 women) still showed 
significant dissatisfaction with their bodies. A study by 
Striegel-Moore, McAvay, and Rodin (1986) revealed that even among 
college women of normal weight, body dissatisfaction and feeling fat was
significantly related to degree of overweight. In a sample of
noneating-disordered college-aged women, Wardle 6c Foley (1989) found a 
significant relationship between body satisfaction and feeling fat such 
that subjects who were less satisfied with appearance also reported 
feeling fat. There was also a significant relationship between actual 
body size, measured as body mass index and feeling of fatness. Further, 
when the actual body size was statistically controlled, the relationship 
between fatness and body satisfaction remained significant.
Thus, empirical research confirms what appears to be an everyday 
observation: a majority of women feel fat regardless of their actual
weight, are dissatisfied with this self-evaluation, and diet to control 
their weight. Mintz and Betz (1988) have provided empirical support for
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a continuum conceptualization of body image concerns among women. 
Compared with normal (nonpurging, nonbinging, nonrestricting) college 
women, college women who met criteria for bulimia nervosa reported that 
they (a) were significantly more dissatisfied with their bodies, (b) 
thought about weight and food to a significantly greater degree, (c) 
felt significantly fatter, and (d) feared fat to a significantly greater 
degree. Support for the continuum idea comes from the finding that 
subject groups that, theoretically, fall in between bulimics and normals 
(bingers, purgers, subthreshold bulimics, and chronic dieters) obtained 
consistently intermediate mean scores on these measures.
The symptomatology of bulimia nervosa is well documented: it is 
clear that body image problems, weight control and binge eating are a 
significant part of the eating behavior of bulimic women. However, 
women in general also experience dissatisfaction with their weight, 
engage in weight control efforts, and report periods of overconsumption. 
If both bulimic and nonbulimic women share similar eating behaviors, 
then it seems neither useful nor valid to diagnose an eating disorder 
based on these behaviors. A woman is considered to have an eating 
disorder only if she demonstrates a pattern of these symptoms --binge 
eating in conjunction with weight concern and weight-control attempts. 
However, even if the existence of a pattern is taken as the overriding 
criteria for assessing an eating disorder, the distinction between 
bulimic and nonbulimic women remains unclear. Laboratory research 
suggests that the eating behavior of women identified as restrained 
eaters mirrors the pattern of eating seen in bulimia nervosa.
15
Dietary Restraint
In conjunction with epidemiological data, laboratory research on 
restrained eating provides more evidence for the idea that eating 
patterns characteristic of bulimics are not unique to these women.
The restraint construct, derived from Nisbett's (1972) set-point 
theory, is a cognitive, willful resistance to eating, defined as 
"...effort expended toward weight-suppression..." (Herman & Polivy,
1980, p. 22). Restraint is an explanatory concept from which one can 
predict behavioral and physiological repsonses to food given information 
about the extent to which an individual attempts to keep his or her 
weight below set point. The eating behavior of those thought to possess 
restraint differs from those individuals who do not show restraint 
(Herman & Polivy, 1980).
In the initial investigation of restrained eating by Herman and 
Mack (1975), subjects were classified as restrained eaters based on 
responses to a five-item Restraint Scale (Herman & Mack, 1975) assessing 
dieting frequency, weight fluctuation, eating patterns, and 
preoccupation with food and eating. Subjects consumed either zero, one, 
or two milkshakes after lunch or dinner. Under the guise of a taste 
test subjects tasted and rated the flavor of one of three types of ice 
cream. Unrestrained eaters, subjects who scored below the median on the 
Restraint Scale ate a substantial amount of ice cream in the no-preload 
condition, but smaller amounts following one or two milkshakes. However, 
restrained eaters who consumed two milkshakes ate significantly more ice 
cream than those who consumed no milkshakes, and the one-milkshake group 
fell in between.
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To explain these findings Herman and Polivy (1980) proposed that 
the restrained eaters' overindulgence, or "counterregulatory" response 
(in contrast to the unrestrained eaters' compensatory response of eating 
more after initially consuming a small amount of food, and less after 
initially consuming a large amount) results from the disruption of 
cognitive self-control that they impose on their intake of food. 
According to this disinhibition hypothesis, counterregulatory 
consumption results from disinhibition, a release of cognitive control, 
or restraint, and the resulting binge compensates for the biological 
deprivation dieting creates (Herman & Polivy, 1980).
Subsequent research on preloads and counterregulatory behavior has 
shown consistently that restrained and unrestrained eaters respond 
differently to preloads. In general, restrained eaters have consumed 
more after a preload than after no preload while unrestrained eaters 
have eaten minimally after a preload, and indulged after no preload 
(e.g., Hibscher 6c Herman, 1977; Polivy, 1976; Ruderman 6c Christensen, 
1983; Spencer 6c Fremouw, 1979).
Restrained eating in bulimia nervosa. There is evidence that this 
pattern of restraint-disinhibition-counterregulation strongly resembles 
the preoccupation with dieting and weight control efforts, and 
concomitant binge eating that are symptoms of bulimia nervosa (Garner, 
Rockert, Olmsted, Johnson, 6c Coscina, 1985; Polivy 6c Herman, 1985;
Wardle and Beinart, 1981). Davis, Freeman, and Garner (1988) compared 
bulimic patients' daily self-reports of foods and beverages consumed, 
hunger ratings, and mood ratings with those of noneating-disordered 
females. Bulimics consumed significantly fewer calories prior to their
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first daily binge episode than controls consumed at an equivalent time. 
Bulimics also reported consuming significantly fewer meals per day 
compared with controls. Similarly, Pirke, Schweiger, Laessle, Fichter, 
and Wolfram (1987) reported that on binge-free days, caloric intake 
among bulimics was 500 calories lower than among normal weight women: on 
an average of six days, daily caloric intake among bulimics decreased 
below 1500 calories. Findings from these studies suggest that bulimics 
act as restrained eaters in limiting food and caloric intake.
Disinhibitors as binge precipitants. Factors identified as binge 
precipitants for bulimic women have also served to disinhibit restrained 
eaters in a laboratory setting. In particular, researchers have found 
that restrained eaters will counterregulate in conditions in which they 
perceive themselves as having overeaten (e.g., Polivy, 1976; Spencer & 
Fremouw, 1979), and in which they anticipate violating their dietary 
standards (e.g., Ruderman, Belzer, & Halperin, 1985). High levels of 
anxiety have been associated with counterregulation in both laboratory 
(Herman & Polivy, 1975), and naturalistic studies (Cooper & Bowskill,
1986). Restrained eaters in depressed moods have consumed significantly 
more than restrained eaters in nondepressed moods (e.g., Ruderman,
1985a), and restrained eaters reported feeling significantly more 
depressed, lonely, and bored before overeating compared with baseline 
ratings of these moods (Cooper & Bowskill, 1986). While nonrestrained 
eaters have reported weight loss when depressed, restrained eaters have 
reported weight gain when depressed (Polivy & Herman, 1976).
The cognitive and emotional factors described as disinhibitors in 
restrained eaters have been reported as precipitants of binge episodes
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in bulimic women, particularly depression, anxiety, loneliness, 
irritability, stress, and anger (e.g., Abraham & Beumont, 1982; Davis et 
al., 1988; Johnson & Larson, 1982; Johnson et al., 1982; Lingswiler, 
Crowther, & Stephens, 1989). Cognitions and emotions related to 
perceived failures to meet work or school standards of performance (Pyle 
et al., 1981), and negative self-evaluations (Johnson et al., 1982) have 
also been reported as binge precipitants.
Restraint and binge eating in bulimic and nonbulimic women. 
Evidence suggests that the pattern of restraint and binge eating that 
restrained eaters and bulimics share also exists among other groups of 
women, including college students and anorexia nervosa patients. In a 
college sample, high-compulsive eaters also reported being on a diet 
significantly more often than did those subjects labelled as medium- or 
low-compulsive eaters (Ondercin, 1979). Ruderman (1985c) found a 
significant relationship in female undergraduates between bulimic 
symptoms and Restraint Scale factors. In a discriminant function 
analysis (Vanderheyden & Boland, 1987), Restraint Scale scores along 
with scores on the Drive for Thinness subscale of the EDI and a measure 
of negative self-image, were the strongest discriminators of group 
membership among female undergraduates who had been classified on the 
basis of self-reported binging. In another study of university women, 
the factor comprised of dietary restraint, binge eating, and negative 
self-image accounted for the greatest amount of variance in eating 
disorder scores (Vanderheyden, Fekken, & Boland, 1988).
The restraint-binge pattern is also found in women who are grossly 
underweight, anorexia nervosa patients. A large portion of anorexics
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who initially became emaciated due to restrictive intake reported that 
they developed binging and vomiting symptoms later (e.g., Vandereyecken 
& Pierloot, 1983). In the initial validation study of the EDI, Garner 
et al., (1983b) reported a significant correlation between scores on the
Bulimia subscale and the Restraint Scale in anorexia nervosa patients. 
Dieting
One implication of research on restrained eating and 
counterregulatory behavior is that the restriction and binging found in 
bulimics is also evident in another group of women. Findings from 
restraint studies suggest the importance of examining whether or not 
dieting represents a subclinical form of the eating disorders, an issue 
some authors have addressed (e.g., Fries, 1974, 1977; Nylander, 1971; 
Rodin et al., 1985). Dieting, as a symptom of bulimia nervosa, may 
serve as a link between this syndrome and nondisordered eating, in 
essence, a distinct point on an eating continuum. Some authors have 
conceptualized bulimia nervosa, or at least binge eating, as a pattern 
that derives from an extreme level of restraint, or dieting (e.g.,
Herman & Polivy, 1987; Polivy & Herman, 1985; Davis et al., 1988;
Wardle, 1980), and some accounts of bulimia nervosa emphasize dieting in 
the genesis of the syndrome (e.g., Boskind-White & White, 1983; Garner 
et al., 1985; Rodin et al., 1985).
Discontinuity in Eating Behavior
The opposing side of the continuum hypothesis is that critical 
differences exist between eating disorders and their milder 
manifestations, or normal dieting. Crisp (1965; 1980) argues that the 
"weight phobia" seen in anorexia nervosa patients reflects underlying
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pathology, and that dieting is an attempt to cope with psychosocial 
maturity demands encountered at puberty. An anorexic diets to avoid 
growth and development, and does so by achieving a preadolescent 
physique through dieting and weight loss.
Bruch (1962; 1973) argues that ego deficits related to body image, 
internal perceptions, and ineffectiveness distinguish eating disorders 
from dieting. Selvini-Palazolli (1978) asserts that true anorexia 
represents a fundamental interpersonal distrust, as well as perceptual 
and self-esteem deficits. In general, proponents of a discontinuity 
between bulimia nervosa and normal dieting imply that the concern with 
weight control in bulimia nervosa represents a psychopathology that 
underlies their eating behavior (Beumont, 1988), and that dieting and 
eating disorders are two distinctly different processes (Hsu, 1989).
Symptom-Specific and Nonsvmptom-Specific 
Pathology in the 
Continuitv-Discontinuitv Debate 
Garner, Olmsted, and Garfinkel (1983) examined the degree to which 
anorexia nervosa represents an extreme form of weight control and 
dieting preoccupation. Findings from this study suggest that the 
continuum and discontinuity ideas are each partially valid. This study 
also underscores the importance of examining (a) symptoms of eating 
disorders that are specific to eating and weight issues
(symptom-specific pathology), and (b) factors hypothesized to represent 
the underlying pathology of disordered eating behavior, a global 
pathology not specific to eating and weight issues (nonsymptom-specific 
pathology).
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In the study by Garner, Olmsted, and Garfinkel (1983), college 
students, ballet sutdents, and anorexia nervosa patients were classified 
as weight-preoccupied (WP) or nonweight-preoccupied (NWP) according to 
scores on the Drive for Thinness subscale of the EDI. College and 
ballet students scoring at or above the mean score of the anorexia 
nervosa patients constituted the WP group, and college and ballet 
students who scored below the 50th percentile of their samples 
constituted the NWP group. As expected, NWP subjects scored 
significantly lower on all subscales than anorexic subjects, and 
significantly lower than WP subjects on all but the Interpersonal 
Distrust subscale. Most importantly, the two subscales that best 
differentiated anorexia nervosa patients and WP subjects were those 
subscales tapping psychological traits not directly related to weight 
concerns and eating pathology, Ineffectiveness and Interoceptive 
Awareness. The Bulimia and Body Dissatisfaction subscales failed to 
distinguish the patient and WP subjects, and the groups' scores also did 
not differ on Perfectionism and Maturity Fears subscales.
A cluster analysis of EDI scores revealed that twenty-four of the 
WP women scored as high or higher than the anorexics on Drive for 
Thinness, Body Dissatisfaction, and Perfectionism subscales, but 
normal-range scores on Interoceptive Awareness, Ineffectiveness, 
Interpersonal Distrust, Bulimia, and Maturity Fears subscales. Garner, 
Olmsted, and Garfinkel (1983) label this subgroup (Cluster 2) as normal 
dieters who demonstrate a drive for thinness not accompanied by 
psychopathology. The authors interpret their findings as support for a 
discontinuity between eating disorders and dieting, stating that "...the
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meaning or motivation behind the anorexic's dieting may be different in 
essential ways from that of the extreme dieter" (p. 264).
Similar findings were obtained by Olmsted and Garner (1986) , whose 
cluster analyses on EDI scores of female bulimia nervosa patients and 
female college students and female ballet students classified as 
vomiting women or nonvomiters, revealed three profiles. Two groups were 
of interest: (a) eight women with elevated scores on all EDI subscales,
considered to be similar to patients in their eating-specific concerns 
and global psychopathology, and (b) thirty-three women with elevated 
scores on Drive for Thinness, Bulimia, and Body Dissatisfaction 
subscales, but within the normal range for all other subscales. Data 
from this study suggest, in accordance with Garner, Olmsted, and 
Garfinkel (1983), that there may exist an eating continuum in which 
eating-specific behaviors and attitudes combine to create profiles 
similar to those found in bulimia nervosa patients to the extent that 
they are associated with more fundamental, noneating-specific pathology.
Findings by Garner, Olmsted, and Garfinkel (1983) were in 
accordance with a study conducted by Thompson and Schwartz (1982) 
comparing anorexic women, normal-weight college women who scored in the 
pathological range on the EAT (anorexic-like group) and nonanorexic 
college women (problem-free group). Despite similar levels of eating 
pathology between anorexic and anorexic -like groups, anorexic women were 
significantly less well-adjusted than either the anorexic-like or 
problem-free women in areas of work, social-leisure, family relations, 
and global functioning. Anorexic women also reported significantly more 
psychiatric symptoms than either of the other groups. Thompson and
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Schwartz (1982) conclude that a considerable amount of anorexic-like 
behavior and symptomatology occur in college women, but the significant 
impairment that anorexic women experience in their lives in general, 
differentiates them from the other college women, including 
anorexic-like women who share their eating pathology.
Taken together, these studies provide evidence for the suggestion 
by Garner, Olmsted, and Garfinkel (1983) that pathology related to 
weight and eating concerns (symptom-specific pathology) in conjunction 
with more fundamental disturbances (nonsymptom-specific pathology) is 
the profile that characterizes eating-disordered women; symptom-specific 
pathology alone characterizes women who are normal with the exception of 
eating behavior. The present study examined symptom-specific and 
symptom-specific plus nonsymptom-specific profiles in bulimics, repeat 
dieters, and nonbulimic, nondieting women. Women who report frequent 
dieting, but not binge eating were selected as repeat dieters.
Nonbinging dieters were of interest in that they may represent a 
point on an eating behavior continuum distinct from that occupied by 
restrained eaters. The restraint phenomenon involves binge eating 
(counterregulatory behavior), and subjects chosen as restrained eaters 
have provided an index of this behavior by responding to the Restraint 
Scale item, "Do you eat sensibly in front of others and splurge alone?" 
As research suggests, the degree of binge eating thought to characterize 
this group may actually place their eating patterns on an eating 
behavior continuum closer to that of bulimic women than that of normal 
dieters. For instance, Wilson and Smith (1989) found no differences 
between bulimia nervosa patients and highly restrained nonbulimics on
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EDI subscales (with the exception of Bulimia and total EDI scores).
Just as restrained eating research has been important in 
understanding bulimia nervosa, a comparison of bulimic women with women 
who share their weight concerns and weight loss endeavors, but for whom 
dieting has not led to a restraint-binge cycle would supplement 
literature on dieting and bulimia nervosa. Nonbinging dieters have not 
been a topic of interest among researchers, even though it is clear that 
not all women who diet eventually binge eat.
Subjects responses to Bulimia (B), Drive for Thinness (DT), and 
Body Dissatisfaction (BD) subscales of the EDI were employed as 
symptom-specific factors; their responses to Perfectionism (P), 
Interoceptive Awareness (IA), Interpersonal Distrust (ID), Maturity 
Fears (MF), and Ineffectiveness (IE) served as nonsymptom-specific 
factors. Using profiles of the 24 WP subjects termed normal dieters and 
anorexia nervosa patients in the study by Garner, Olmsted, and Garfinkel 
(1983), it was hypothesized that in a comparison of EDI subscale scores 
among bulimics, repeat dieters, and normals:
1. Bulimics would score significantly higher on all subscales 
than noneating disordered, nondieting controls.
2. Dieters would score significantly higher than controls on DT, 
BD, and P subscales; the two groups would be comparable on B, IE, IA,
ID, and MF subscales.
3. Bulimics would score significantly higher than dieters on IA, 
B, IE, MF, and ID subscales.
4. Dieters and bulimics would not differ on DT, BD, and P 
subscales.
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Symptom-Specific Cognitions
It is hypothesized that the concern with weight, eating, and body 
image in anorexia nervosa and bulimia nervosa reflects fundamentally 
distorted cognitions concerning these issues (e.g., Bruch, 1973; Garner 
& Bemis, 1982), and that these cognitions constitute the core 
psychopathology of the disorder (Fairburn et al., 1986). Garner and 
Bemis (1982) hypothesized core cognitive distortions among eating- 
disordered women to consist of a belief that a perfect balance between 
disparate elements (for example, hunger and satiety) exists, and can be 
achieved; an emphasis on weight, shape, or thinness as the primary 
referent for inferring self-esteem; and a belief that complete self- 
control such as denying food is desirable.
Findings have shown that bulimic women were significantly more 
likely than normals to think about adherence to dietary rules in a 
dichotomous manner (Fremouw, 6c Heyneman, 1983), to have all-or-none 
reactions to dietary transgressions, (Schlesier-Carter, Hamilton,
O'Neil, Lydiard, 6c Malcolm, 1989) and to report endorsing catastrophic 
thinking about breaking dietary rules (Fremouw 6c Heyneman, 1983). Using 
a scale to assess cognitions germane to eating-disorders, Mizes' 
Anorectic Cognitions Questionnaire (Mizes 6c Arbitell, 1988c; Mizes 6c 
Klesges, 1989), Mizes (1988b) found that bulimics endorse beliefs that 
weight and eating should be rigidly regulated; that approval from others 
is based on weight and eating behavior; and that self-esteem is based on 
excessive self-control. Bulimics also endorse food- and weight-related 
statements characterized by worry, dichotomous thinking, exaggeration, 
superstitious thinking, and personalization to a significantly greater
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degree than bulimic-like subjects, and endorse statements characterized 
by perfectionism, defeat, and regret to a significantly greater degree 
than normals (Thompson, Berg, & Shatford, 1987). Bulimics scored higher 
than nonbulimics on a measure of cognitive distortions associated with 
automatic eating behaviors, and those associated with physical 
appearance (Schulman, Kinder, Powers, Prange, & Gleghorn, 1986).
A review of the literature revealed no study that empirically 
assessed cognitions concerning weight- and eating-related factors in 
either restrained eaters or dieters. However, in one study, Mizes and 
Arbitell (1988c) found that a significantly greater number of college 
males and females who scored above the mean on the MAC worked to 
maintain their weight, and attempted weight loss, compared with those 
who scored below the mean on the MAC. Subjects with high MAC scores 
felt it was more important to achieve or maintain an ideal weight, and 
reported a larger discrepancy between their ideal weight and their ideal 
weight as determined by statistical tables, than did low MAC scorers.
For high MAC scorers, psychological benefits and appearance benefits of 
weight loss were significantly more important than for low MAC scorers. 
High MAC scorers reported being both significantly more invested in 
calorie restriction techniques than low MAC scorers and were invested in 
calorie burning techniques to a significantly greater degree than low 
MAC scorers.
In the current study, it was of interest to determine whether 
bulimics and dieters share symptom-specific cognitions and attitudes as 
described by both the MAC and the Bulimia Cognitive Distortions Scale 
(BCDS; Schulman et al., 1986). Differences in the degree to which these
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groups endorse such statements can help to provide a picture into which 
profile dieters fit.
Nonsvnrptom-Specific Cognitions
Some researchers indicate that in general, bulimic women 
cognitively evaluate their worlds differently than nonbulimic women. 
Katzman and Wolchik (1984) found bulimics have significantly higher 
self-expectations than noneating-disordered controls, though there were 
no differences between bulimics and binge eaters on this variable.
Mizes (1988b) found that compared with normals, bulimics obtained 
significantly higher scores on a questionnaire of irrational beliefs. 
Highly related to bulimia were demand for approval; helplessness (the 
belief that past influences serve to block one's attempt at significant 
personal change); the belief that one's emotions are under situational, 
rather than personal control; extreme anticipation of future misfortune; 
and the belief that it is more difficult to confront problems than to 
avoid them.
Ruderman (1986) reported that among female undergraduates greater 
endorsement of bulimic symptoms is associated with greater subscription 
to rigid, perfectionistic beliefs. In particular, high correlations 
exist between bulimia symptoms and tendencies to escalate the 
seriousness of frustrating situations; rely upon external standards for 
guiding behavior; avoid difficult tasks and unpleasant events; 
negatively evaluate and become upset with one's appearance, occupation 
and social life; and feel unable to control one's emotions.
Irrational thinking also seems to be associated with restrained 
eating. Herman and Polivy (1983) have described the source of
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disinhibition in restrained eaters as a belief that dieting is an 
all-or-nothing activity. Ruderman (1985b) found that for female 
undergraduates, total Restraint Scale scores and Concern for Dieting 
subscale scores were significantly related to a tendency to escalate the 
gravity of frustrating situations and to a predisposition to negatively 
evaluate and become distressed with appearance, occupation, or social 
life. High correlations were also obtained between scores on the 
Concern for Dieting subscale and the use of others as a frame of 
reference for behavior, and the feeling that one is controlled by one's 
emotions.
A review of the literature has revealed no study that assessed 
global cognitive style in dieters. The current study will attempt to 
determine whether dieters share with bulimics a particular cognitive 
style concerning nonsymptom-specific factors.
Attitudes Toward Attractiveness
It is plausible that the preoccupation bulimics demonstrate toward 
eating and weight reflects the degree to which these women internalize 
and endorse the cultural value placed on thinness for women. One study 
found that bulimics do endorse these sociocultural mores to a 
significantly greater degree than normal women (Striegel-Moore, 
Silberstein, & Rodin, cited in Striegel-Moore, Silberstein, & Rodin, 
1986) . In the current study the comparability of bulimics and dieters 
in their endorsement of such attitudes was of interest. This may be 
another factor that helps to determine into which profile dieters fit. 
Sex-Role Orientation
The construct of sex-role orientation, or self-concept of
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masculinity or femininity, has been considered an etiological factor in 
bulimia nervosa, and hypothesized to differentiate these women from 
nonbulimics (e.g., Boskind-White & White, 1983). Empirical evidence of 
a relationship between either feminine or masculine traits and bulimia 
however, has been inconclusive. In some studies, bulimics' responses to 
the MMPI suggest an endorsement of traditional femininity (e.g., Norman 
and Herzog, 1983); other researchers have not replicated these findings 
with the MMPI (e.g., Mizes, 1988a; Williamson et al., 1985; Dykens & 
Gerrard, 1986). Using the Bern Sex Role Inventory (BSRI; Bern, 1974), 
researchers have found that (a) a greater majority of bulimic women are 
classified as having a feminine sex-role identity compared with normals 
(Cantelon, Leichner, & Harper, 1986), (b) bulimics describe their ideal 
self as significantly more feminine than controls (Pettinati, Franks, 
Wade, and Kogan, 1987), and (c) compulsive eating in women is positively 
correlated with dissatisfaction concerning low levels of self-reported 
femininity (Squires & Kagan, 1985). However, some data from the BSRI 
and a similar trait measure, the Personal Attributes Questionnaire (PAQ; 
Spence & Helmreich, 1978) indicate that both bulimics and compulsive 
eaters do not differ from controls in the level of self-reported 
femininity (Pettinati et al., 1987; Dykens & Gerrard, 1986; Katzman & 
Wolchik, 1984; Dunn & Ondercin, 1981), or idealized femininity (Dunn & 
Ondercin, 1981). One study (Lewis & Johnson, 1985) even found that 
bulimics scored significantly lower than normals on self-reported 
femininity on the BSRI, interpreted as hypomasculinity. Similarly, Dunn 
and Ondercin (1981) found that high-compulsive eaters report a 
significantly more masculine ideal-self, and show a significantly
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greater discrepancy between their self scores and self-ideal scores on 
masculinity compared with low-compulsive eaters.
Sex-role orientation: A redefinition. It is argued that one
reason for the inconsistent findings is faulty conceptualizations of the 
femininity, masculinity, and sex-role orientation constructs (Timko, 
Striegel-Moore, Silberstein, & Rodin, 1987). Timko et al. (1987) 
advocate a multidimensional approach to studying sex-role orientation in 
eating disorders. Their position stems from Constantinople's (1973) 
argument that empirical evidence supports the existence of separate 
femininity and masculinity dimensions, rather a bipolar, unidimensional 
conceptualization of masculinity-femininity.
Several lines of evidence support a multidimensional 
conceptualization of masculinity and femininity (Spence, 1984, 1985). 
Researchers demonstrate that within each sex, there are only weak to 
moderate relationships between instrumental and expressive personality 
traits and (a) sex-role attitudes (e.g., Orlofsky & O'Heron,1987; Spence 
& Helmreich, 1978); (b) sex-role behaviors and interests (e.g., Spence 
6c Helmreich, 1978; Orlofsky, Cohen, 6c Ramsden, 1985), (c) choice in 
performing stereotypically masculine or feminine tasks (e.g., Helmreich, 
Spence 6c Holahan, 1979,), (d) vocational preferences (e.g., Feather 6c 
Said, 1983; Spence 6c Helmreich, 1978), (e) sexual orientation (Storms, 
1980), and (f) use of gender schemata in processing information (e.g., 
Bern, 1981; Edwards 6c Spence, 1987). Bernard's (1981) finding that 
multiple factors comprised each of several masculinity-femininity 
scales, and the lack of demonstrated relationships between instrumental 
and expressive traits as measured by the PAQ or BSRI and other
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masculinity-femininity scales (e.g., Wakefield, Sasek, Friedman, & 
Bowden, 1976) further strengthen the argument for a multidimensional 
view of these constructs. Finally, self-ratings on the adjectives 
"masculine" and "feminine," adjectives that would seem to have much face 
validity with respect to these self-concepts, have been found in both 
sexes to be strongly negatively correlated, and to form a separate 
bipolar factor thatis only minimally related to other factors on the 
BSRI or to PAQ M and F scale scores (e.g., Pedhazur & Tetenbaum, 1979).
Sex-role attitudes, behaviors, and traits in bulimia nervosa. 
Spence (1985) refers to this multidimensional view as "gender identity" 
to reflect a self-concept of masculinity or femininity whose referents 
are gender-related phenomena involving four domains: gender
identification, sexual orientation, sex-role attitudes and behaviors, 
and personality characteristics. Early research on sex-role orientation 
in bulimia nervosa focused on traits; only a few researchers have 
investigated sex-role attitudes (beliefs about the desirability of 
prescribed behaviors for men and women) and sex-role behaviors 
(behaviors positively sanctioned by society for one sex and negatively 
sanctioned for the other).
No differences emerged between bulimics and controls in one study 
(Cantelon et al., 1986) in response to the question of how satisfied 
subjects were with their roles as housekeeper, wife, girlfriend, and 
women. However, compared with the life adjustment described by normals, 
bulimics' (working and college women, and housewives) reported 
adjustment was signficantly poorer in areas of work, social activities, 
relationship with family, role as spouse, role as parent, and membership
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in family unit (Johnson & Berndt, 1982). Rost, Neuhaus, & Florin (1982) 
found bulimics' behavior and attitudes more traditionally-oriented than 
normals', and bulimics' sex-role behavior more traditional than their 
attitudes. Srikameswaran, Leichner, & Harper (1984) examined sex-role 
attitudes, and found bulimics signficantly more femininist (less 
traditional) than anorexics but not significantly different from 
normals. Two studies found no differences in sex-role attitudes between 
either bulimics and normals (Dykens & Gerrard, 1986; Ordman & 
Kirschenbaum, 1986) or between bulimics and repeat dieters (Dykens & 
Gerrard, 1986) .
Timko et al., (1987) applied the multidimensional model of 
sex-role orientation to a correlational investigation of eating disorder 
symptomatology and gender-related phenomena in female undergraduates.
EAT scores were significantly correlated with the importance ascribed to 
appearance. Roles correlated with the EAT included "myself as a 
leader," "myself in social situations," and "myself physically-general 
appearance and attractiveness" such that the more a participant 
considered these roles important to her identity, the higher her score 
on the EAT. In addition, women for whom many roles were of central 
importance to her identity scored significantly higher on the EAT than 
women who reported that few roles were central to her identity (Timko et 
al., 1987) .
The study by Timko et al. (1987) contrasts previous sex-role 
research in which investigators have sought to determine if 
eating-disordered women possess, or aspire to possess certain traits, 
attitudes, or behaviors to a greater degree than noneating-disordered
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women. This study, however, suggests that it may be more fruitful to 
examine whether or not aspects of the gender identity construct 
differentiate among groups of women classified on the basis of eating 
behavior.
In line with the approach by Timko et al. (1987), the present 
study examined if the composition of sex-role traits (both perceived and 
idealized), attitudes, and behaviors among bulimics distinguishes them 
from dieters and normals. The present study also utilized subjects' 
responses to the Masculinity-Femininity (M-F) scale of the PAQ, in 
addition to responses on the M and F scales. According to Spence and 
Helmreich (1978), items on the M-F scale describe traits that are 
socially desirable for one sex but not socially desirable for the other 
(e.g., the ideal woman is believed to be submissive and the ideal man to 
be dominant). Possibly because theoretical properties of this subscale 
have been tangential to discussions of masculinity and femininity 
(Spence, 1984), responses to the M-F subscale are seldom used in 
research. However, data from the study by Timko et al. (1987), suggest
that this scale may be more important to eating disorders research than 
previously thought. In this study, there were significant correlations 
between EAT scores and both self-perception and importance scores on the 
M-F scale, indicating that more disordered eating is associated with (a) 
greater perceived possession of traits considered socially desirable for 
men only, and (b) a greater importance placed on these traits. There 
was also a significant correlation between EAT scores and M scale 
importance scores on the PAQ, suggesting that eating disturbance is 
associated with ascribing importance to traits men are typically thought
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to possess more than women. Timko et al. (1987) found no relationship 
between scores on the EAT and either self-perceived feminine traits or 
the importance of possessing feminine traits.
The two most popular instruments for assessing sex-role 
orientation in bulimia nervosa have been the BSRI and the PAQ. However, 
findings from these instruments have not been consistent, with some 
researchers reporting differences between bulimics and controls using 
one instrument, but not the other. As Spence and Helmreich (1979) note, 
differences between the instruments "...suggest that the type of results 
found with the BSRI would not necessarily be found with the PAQ (p. 
1036)." The PAQ was chosen for this study based largely on its superior 
psychometric properties. Item-selection procedure for the BSRI (e.g., 
Walkup & Abbott, 1978) has been criticized, and there is evidence that 
several of the BSRI F items are judged to be socially undesirable for 
both sexes (e.g., Pedhazur & Tetenbaum, 1979). Additionally, the 
instrument's factor structure has been criticized (e.g., Pedhazur & 
Tetenbaum, 1979). In contrast, Helmreich, Spence, and Wilhelm (1981) 
report that the greater homogeneity of the PAQ items allows that the M 
and F scales can be reproduced factor analytically, and this factor 
structure is highly consistent across samples.
The purpose of examining sex-role orientation in this study was 
largely to clarify a confusing literature. Sex-role variables were 
analyzed by means of a discriminant function analysis with the intention 
of determining the importance of these factors in distinguishing women 
classified on the basis of eating behavior and concerns. It was 
predicted that bulimics', normals', and dieters' scores on the following
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PAQ subscales would best predict group membership in a discriminant 
function analysis of scores on the PAQ; the Attitudes Toward Women Scale 
(ATWS; Spence & Helmreich, 1972; 1978); and the Short-Form Sex-Role 
Behavior Scale (SRBS; Orlofsky & O'Heron, 1987):
5. Scores from the M-F scale, reflecting that subjects desire to
possess traits stereotypically characteristic of men, and deemed 
socially desirable for men to possess (M-F Ideal scores).
6. Scores from the M-F scale, reflecting that subjects' possess
such traits (M-F Self scores).
7. Scores from the M scale, reflecting that subjects possess
traits stereotypically characteristic of men (M Self scores).
In sum, eating behaviors deemed symptomatic of bulimia nervosa (a) 
are common among'women in the general population, and (b) characterize 
the eating behavior of another group of women, restrained eaters. 
Advocates of the continuum hypotheis assert that these lines of evidence 
challenge the conceptualization of eating behavior seen in bulimia 
nervosa as qualitatively different from eating in individuals without an 
eating disorder. The discontinuity idea that the eating disorders are 
qualitatively different from dieting, draws its support from the 
clinical literature. Garner, Olmsted, and Garfinkel (1983) found that 
an EDI profile of eating (symptom-specific) pathology in combination 
with global (nonsymptom-specific) pathology distinguished anorexia 
nervosa patients from weight-preoccupied women, whose EDI profile 
reflected symptom-specific pathology comparable to that of the 
anorexics, but an absence of nonsymptom-specific pathology. Garner, 
Olmsted, and Garfinkel (1983) concluded that eating disorders and weight
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preoccupation, or normal dieting, are discontinuous. The current study- 
explored profiles of symptom-specific and nonsymptom-specific factors in 
a comparison of self-reported repeat dieters, bulimics, and normals.
Method 
Subi ects
Subjects were selected on the basis of responses to a 
questionnaire administered to undergraduates in an introductory 
psychology course. Items assessed dieting, weight satisfaction, binging 
and purging, and included operationalized criteria of the DSM-III-R for 
bulimia nervosa (see Appendix A ) . All students were informed that they
became eligible to participate in research conducted by graduate
students and faculty members later that semester if they completed the 
questionnaire.
The normal control group consisted of 26 females who reported no 
attempts at dieting during the past year; satisfaction with their 
current weight; never (n = 22) or rarely (n = 4) having experienced an
irresistable urge to binge eat in the past year; and never (n = 26) or
rarely having experienced an irresistable urge to purge (rid one's body 
of food recently consumed) in the past year. In addition, none of the 
subjects fulfilled criteria for bulimia nervosa.
The dieting subjects were 29 females who reported for the past 
year attempting a minimum of three diets; dissatisfaction with their 
current weight; never (n = 10) or rarely (n = 19) having experienced an 
irresistable urge to binge eat; and never (n = 24) or rarely (n = 5) 
having experienced an irresistable urge to purge. Within this group, 
the number of diets attempted ranged from 3 to 10, with a mean of 4.6
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diets attempted. In addition, none of the subjects fulfilled criteria 
for bulimia nervosa.
Bulimic subjects were those who at least partially fulfilled the 
diagnostic criteria for bulimia nervosa. There were 24 bulimic 
subjects. Three women can be considered to have fulfilled the 
diagnostic criteria fully. One reported a frequency and duration of 
binge eating that met specified criteria, and reported severely 
restrictive dieting and self-induced vomiting in the past three months. 
Another female reported her frequency of binging to be "many" times in 
the past week, and "lots" of times in the past three months; this 
subject reported having tried each of three weight control methods 
"many" times in the past three months. Although the nature of their 
answers makes quantification impossible, these latter two subjects can 
be considered to have met DSM-III-R criteria for bulimia nervosa.
Ten bulimic subjects reported binging sometimes, and 14 reported 
binging often. The mean number of binges reported for the past week was
1.04 (n = 23); the range in past weekly binges was zero to three (n =
23). The mean number of binges reported over the past three months was
9.75 (n = 22); the frequency of binges ranged from 1 to 60.
All bulimic subjects reported the use of at least one type of 
weight control method in the past three months. Nineteen of the 24 
reported engaging in severely restrictive diets; frequency of diets 
attempted ranged' from 1 to 15 for subjects who provided a numerical 
value. Thirteen women reported self-induced vomiting; again, based on 
numerical responses frequency of vomiting ranged from 1 to 15. Two 
subjects each reported once using laxatives or diuretics, and 18
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reported vigorous, intense exercise after eating from 1 to 15 times.
All bulimic subjects reported a lack of control over eating behavior 
during a binge, and all reported a preoccupation with body shape and 
weight. None of the normal, dieting, or bulimic subjects reported 
following a medically prescribed diet.
Instruments
Subjects completed a research packet consisting of demographic, 
and weight and height items (see Appendix B), the EDI, MAC, BCDS, the 
37-item Rational Behavior Inventory (RBI; Shorkey & Whiteman, 1977; 
Shorkey & Sutton-Simon, 1983), PAQ, Attitudes Toward Women Scale (ATWS; 
Spence & Helmreich, 1978), Short-Form Sex-Role Behavior Scale (SRBS; 
Orlofsky & O'Heron, 1987), Attitudes Toward Attractiveness Scale (ATAS; 
Striegel-Moore, Silberstein, & Rodin, in preparation), and 
Crowne-Marlowe Social Desirability Scale (Crowne & Marlowe, 1964).
EDI
This 64-item self-report inventory has eight subscales to assess 
cognitive and behavioral characteristics of anorexia nervosa and bulimia 
nervosa. These subscales are thought to reflect constructs relevant to 
eating disorders.
Three subscales assess cognitions and behaviors specific to body 
weight, shape, and eating. The Drive for Thinness scale (DT) contains 
statements that represent excessive concern with dieting, fear of 
gaining weight, and desire to lose weight. The Bulimia scale (B) 
indicates a tendency toward eating binges, abnormal eating patterns 
(e.g., eating in secrecy), and self-induced vomiting after eating. The 
Body Dissatisfaction (BD) scale reflects a belief that body parts (hips,
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thighs, etc.) are too large, and the associated dissatisfaction with 
one's body shape.
The remaining five EDI scales contain statements assessing 
psychological traits described in bulimia nervosa and anorexia nervosa. 
The Ineffectiveness (IE) subscale assesses feelings of inadequacy, 
insecurity, lack of control over one's fate, and negative self- 
evaluation. Perfectionism (P) assesses the existence of personal 
expectations and standards for achievement. Items of the Interpersonal 
Distrust (ID) subscale contains items reflect an unwillingness to form 
intimate relationships or attachments, and a sense of alienation from 
others. The Interoceptive Awareness (IA) subscale indicates a lack of 
confidence in recognizing and correctly labelling emotions, and hunger 
or satiety sensations. The Maturity Fears (MF) subscale reflects a 
desire to retreat to the security of youth, particularly the 
preadolescent years, as a means of escaping demands of maturity and 
adulthood.
Subjects respond to six-point, forced-choice items by deciding if 
the statement applies to them "always," "usually," "often," "sometimes," 
or "never". The response indicating a pathological extreme, (never or 
all, depending on the keyed direction) earns a score of three, the next 
adjacent response is two, the following response is one, and three 
remaining choices opposite the pathological response each earn a score 
of zero. Item scores for each of the eight subscales are summed to 
create scale scores.
Scores on the EDI discriminate anorexia nervosa patients from 
noneating-disordered female controls (Garner et al., 1983b), and bulimic
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women from nondieting women of average weight, with no history of an 
eating disorder (Gross et al., 1988). The EDI has convergent and 
discriminant validity. Garner et al. (1983b) report that scores for 
anorexia nervosa patients on DT, B, and BD subscales were significantly 
correlated with measures dealing with dietary restraint and body 
dissatisfaction. Although measures of eating and weight concerns were 
not correlated with IE, ID, IA, or MF subscales, these subscales were 
related to measures of depression, low self-esteem, external locus of 
control, and interpersonal sensitivity.
MAC
This 45-item self-report inventory was designed to assess 
cognitions germane to the etiology and maintenance of eating disorders, 
as outlined by Garner and Bemis (1982). Subjects respond to statements 
on a five-point Likert scale, and receive a score of one for the 
response "strongly disagree," and five for "strongly agree." Eighteen 
items are reversed scored.
Factor analysis (Mizes & Klesges, 1989) revealed a three-factor 
solution related to the following constructs: weight and dieting
regulation, self-control as a basis for self-esteem, and weight and 
eating behavior as a basis of approval from others. The MAC has shown 
criterion validity in discriminating between bulimic patients and 
noneating-disordered women (Mizes, 1988).
RBI
This instrument contains 11 subscales with items that correspond 
to belief systems that Ellis (1962, in Shorkey & Whiteman, 1977) 
proposed were crucial in the etiology and maintenance of emotional
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dysfunction. Statements refer to the following: (a) Catastrophizing, a
tendency to cognitively escalate the seriousness of frustrating 
situations, and to react to such situations with "illogical" depression 
or anger; (b) the feeling of guilt or attributing guilt to others for 
behaviors, ideas, and values that deviate from traditional mores; (c) 
perfectionism, the belief that one should be thoroughly competent and 
able to achieve in all areas of behavior; (d) approval, a tendency to 
use others as a reference for behavior such that one obtains approval 
from others; (e) caring and helping, or the belief that because what 
other pepole do or believe is most important to one's own existence, one 
should always be involved in others' problems; (f) blame and punishment, 
the belief that oneself and bad or villainous people should be punished 
for mistakes or immoral acts; (g) inertia and avoidance, the extent to 
which an individual endorses the belief that it is easier to avoid than 
to confront responsibilities and life's difficulties; (h) a lack of 
independence in decision making and acceptance of the consequences of 
one's actions; (i) the tendency to negatively evaluate self and others;
(j ) projected misfortune, or the belief that one should dwell on the 
possiblity of the occurrence of negative events, regardless of their 
actual probability of occurrence; and (k) control of emotions, or the 
degree to which one believes that emotions are externally caused and 
people have little or no control over their own emotions.
Subjects respond to items on the RBI by indicating if they 
"strongly agree," "agree," feel "neutral," "disagree," or "strongly 
disagree." Numerical ratings of one, two, three, four, and five, 
respectively, correspond to these descriptions. Low scores indicate
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irrational belief systems, high scores indicate the absence of such 
beliefs. Two items are reversed scored. Subjects' responses are scored 
on the basis of cutting points assigned to each of 37 items. Ratings of 
1 or 2 on an item having a cutting point of 3 is assigned a score of 0 
for that item. Ratings of 3, 4, or 5 on items with a cutting point of 3 
are assigned a score of 1 and so forth. Subscale scores are calculated 
by adding up the appropriate item scores. The overall test score equals 
the sum of the factor scores.
PAQ
This instrument is a 24-item self-report inventory containing 
trait descriptions arrranged on 5-point Likert scales. The items occur 
on three subscales and describe (a) traits of an instrumental or agentic 
nature believed to be more characteristic of men in our society, but 
socially desirable for both sexes (M scale); (b) traits of an expressive
or communal nature believed to be more characteristic of women, but 
socially desirable for both sexes (F scale); and (c) traits socially 
desirable for one sex but not for the other (M-F scale). The M and F 
scales are orthogonal in both sexes. The M-F scale (scored in a 
masculine direction) is positively correlated with the M scale, and 
negatively correlated with the F scale. Males have scored significantly 
higher than females on the M and M-F scales, and females have scored 
significantly higher than males on the F scale in groups of various ages 
and socioeconomic statuses (Helmreich et al., 1981). Scores on each 
scale are obtained by summing item scores, and range from 0 to 32.
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ATWS
This 15-item scale contains statements concerning vocational, 
educational, marital, and dating rights, and role behaviors. Responses 
are arranged on a 4-point scale labelled "strongly agree," "agree," 
"disagree," or "strongly disagree" (see Footnote 1). Items are scored 
from 0 to 3 such that high scores indicate a profeminist, egalitarian 
attitude. Seven items are reversed scored. Possible scores on the 
total scale run from 0 to 45.
SRBS
The 96-item SRBS contains items that assess self-reported sex-role 
related behaviors and interests. Thirty-two items from the 240-item 
SRBS (Orlofsky, 1981; Orlofsky, Ramsden, & Cohen, 1982) comprise each of 
3 subscales. These items describe interests and behaviors in the areas 
of leisure activities, vocational interests, social interaction,and 
marital or primary relationship behavior. Behaviors on the Male-Valued 
(MV) scale are considered more typical of men, and behaviors on the 
Female-Valued (FV) scale are considered more typical of women, but items 
on each scale are acceptable for both sexes. Items on the Sex-Specific 
(SS) scale are considered more typical of one sex or the other, and 
appropriate for only that sex.
The scales differentiate between men and women; men have obtained 
higher scores on the MV and SS scales, and women have obtained higher 
scores on the FV scale (Orlofsky et al., 1982). Orlofsky and O'Heron 
(1987) report that the 96-item SRBS is an acceptable substitute for its' 
lengthier version and recommend that the short form be used in global
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assessments of sex-role behavior, rather than in assessments of sex-role 
related behavior in specific areas.
ATAS
This scale was developed to assess the extent to which women have 
internalized the societal emphasis on thinness as the ideal physique. 
Its' 13 statements concern acceptance of the stigmatization associated 
with obesity (e.g., "Obese people tend to be weak-willed and 
self-indulgent"), the belief that one's weight status is under 
volitional control (e.g., "Most people could control their weight if 
they put their minds to it") and perceived benefits of weight controland 
maintenance of a thin physique (e.g., "Attractive people lead more 
fulfilling lives than unattractive people"). Responses are scored on a 
7-point Likert scale, with "strongly agree" and "strongly disagree" on 
the extremes. Higher scores indicate a greater acceptance of these 
values.
Crowne-Marlowe Social Desirability Scale
This is a 33-item self-report scale designed to assess response 
bias among subjects, or the tendency to present oneself in a favorable 
light (Crowne & Marlowe, 1964). Responses were used in the analysis as 
a control variable.
Procedure
Most of the students selected for inclusion in the study were 
contacted by phone by the investigator; the names of some students who 
met subject criteria were listed on a sign-up sheet on a hallway 
bulletin board. All subjects were informed that in exchange for
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participation in the study they would receive the required course credit 
for research participation.
Participants attended one of several testing sessions, each 
lasting approximately one hour. Students were first asked to sign a 
consent form (see Appendix C) describing the general nature of the 
study, and ensured both confidentiality of responses and students' right 
to withdraw from participation at any time during the study. The 
consent form also described students' right to report dissatisfaction 
with the study to a departmental ethics committee.
After completing the consent form, students received the research 
packet. The investigator briefly paged through the packet with subjects 
to ensure that all packets were complete. Students were requested to 
respond to all items honestly and carefully, but were also informed that
they could refuse to answer any item.
After students completed the research packet, they were debriefed 
and were given the opportunity to provide their names and addresses on a 
separate sheet of paper so that a summary of the results could be sent 
to them at a later date.
Results 
Subject Characteristics 
Table 1 depicts sample demographics. Chi-square analyses revealed 
significant differences between subject groups in class standing, (X [6, 
N = 79] = 15.094, p - .020), and race, (X [8, N = 79] = 13.622, p = 
.092). Dieters were evenly distributed between freshman (19.0%) and 
sophomore (16.5%) classes. In contrast, 24% of the normals and 22.8% of
the bulimics were freshmen, while 3.8% of the normals and 6.3% of the
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bulimics were sophomores. A significantly greater proportion of 
Caucasian wommen were dieters (23) than were bulimics (20), or normals. 
Evenly distributed across subject groups were Black and Oriental 
subjects, subjects who reported a race other than one listed on the 
questionnaire, and those who failed to report their race. There were no 
significant differences in residence (X [4, N = 79] = 3.785, p = .436), 
or religion (X [8, N = 79] = 3.53, p = .897). A Kruskal-Wallis one-way 
analysis of variance (ANOVA) revealed no differences among subject 
groups in either mothers' (Kruskal-Wallis test statistic, 2.450; p = 
.294) or fathers' (Kruskal-Wallis test statistic, 1.803; p = .406) 
educational levels. Subject groups did not differ in age (F, [2, 76]
= .617, p = .542); the sample's mean age was 18.6 yrs.
One-way ANOVAs with post hoc tests were conducted on subjects' 
weight-related characteristics (Table 2). Mean group differences were 
significant for (a) self-reported, current weight (independent of 
height), (b) the discrepancy between current and ideal weights, (c) 
weight fluctuation (difference between subject's highest and lowest 
weights in the past year), (d) perceptions of the degree to which one 
was overweight, and (e) degree of satisfaction with body proportion. 
There were significant differences in the percentages of normals, 
dieters, and bulimics who reported that they were dieting at the time of 
the study, X (2, N, = 79) = 33.32, p = .000. None of the normal 
subjects and 19.0% and 24.1% of the dieters and bulimics respectively, 
reported currently dieting. The groups did not differ in their stated 
ideal (desired) weights, F, (2, 75) = 1.648, p = .199.
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Analyses of Dependent Measures 
Covariates: Weight. Social Desirability. ATAS
Covariance tests revealed that for five of the dependent measures 
for which ANOVAs were planned, the probability value of current weight 
was close enough to statistical significance to be of concern, all ps 
<.10 (Wildt & Ahtola, 1978). Weight served as covariate in analyses of 
of covariance (ANCOVAs) for these measures: ATAS, Appearance scale of
the BCDS, RBI, and IA and BD subscales of the EDI.
A one-way ANOVA conducted with scores on Crowne-Marlowe Social 
Desirability Scale as the dependent variable revealed significant group 
differences, F (2, 76) = 7.756, p = .001. Bulimics', dieters', and 
normals' mean scores were 20.0 (SD = 4.46), 16.57 (SD = 4.44), and 14.87 
(SD = 5.11), respectively. Post-hoc analyses, p = .05, revealed a 
nonsignificant difference between dieters' and normals' mean scores, F 
(1, 76) = 1.817, p = .182, but significant differences between dieters' 
and bulimics', F (1, 76) = 7.060, p = .010, and between bulimics' and 
normals', F (1, 76) = p = .000, scores.
Covariance tests showed that for one dependent measure for which 
an ANOVA was planned, the ATAS, the probability value for social 
desirability was very close to significance, p = .066 and social 
desirability was included as a covariate (Wildt 6c Ahtola, 1978) .
EDI Subscale Scores
Table 3 shows the results of a series of planned one-way ANOVAs 
and ANCOVAs conducted to test hypothesized differences between bulimic, 
dieting, and normal subjects on EDI subscale scores. As predicted 
(Hypothesis 1), bulimics scored significantly higher on all subscales of
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Table 1
Sample Demographics in Percentages and Means
Characteristic Percentage/Mean #
B D N
Age in years 
Class standing 
Freshman 
Upperclassman 
Domicile
Dormitory/Apartment 
Alone/With parents or relatives 
Race
Caucasian
Black
Oriental
Other
Not reported
18.5 18.7 18 . 5
22.8% 19.0% 24.1%
7.6% 17.7% 8.9%
30.4% 35.4% 31.7%
0.0% 1.3% 1.3%
25.3% 29.1% 20. 3%
0.0% 3.8% 5.1%
0.0% 0.0% 2.5%
2.5% 0.0% 0.0%
2.5% 3.8% 5.1%
table continues
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Characteristic Percentage/Mean
B D N
Religion
Protestant
Catholic
Jewish
Other
Not reported 
Mother's education 
College or beyond 
Some postsecondary 
Completed high school 
Father's education 
College or beyond 
Some postsecondary 
No more than high school 
Not reported
15,.2% 16,,5% 15 ,.2%
10,, 1% 14 ■.0% 10,, 1 %
1 , 3% 1..3% 0,.0%
2..5% 5.. 1% 6 , 3%
1 . 3% 0..0% 1.. 3%
16.4% 24.1% 19 .0%
10.1% 11.4% 11.4%
3.8% 1.3% 2.5%
25.3% 30.3% 26.6%
2.5% 5.1% 0.0%
2.5% 1.3% 5.1%
0.0% 0.0% 1.3%
# Entries represent the proportion of the total population that meet 
both criteria.
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Table 2
Sample Weight-Related Characteristics
Means 
(Standard Deviation) 
Bulimics Dieters Normals
(n=24) (n=29) (n=26)
Variable
WT (lbs.) 136.88b 137.28a 119.15a-b 8.654 ** +
(15.06) (22.13) (15.14)
HT (in.) 65.65 66.12 65.17
(2.2) (3.0) (3.7)
Ideal WT 120.69 124.41 117.78
(10.29) (14.82) (14.46)
WTDIFF 16.19b 12.86a 1.82a’b
(9.48) (10.40) (3.33)
WTFLUC 15.29b 13.433 8.19a>b
(6.35) (7.91) (4.70)
WTPERCEPT 4.04a,c 3.62b’c 2.77a’b
(.62) (.62) (.43)
table continues
.663 +
1.648 ++
19.729 * ++
.156 * ++
33.12 ** +
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Bulimics Dieters Normals
Variable F
BSAT 1.75a,c 2.79b,c 3 . 50a,b 32.01 ** +
(.68) (.90) (.71)
Note. WT = Weight. WTDIFF = Current weight - ideal weight. WTFLUC = 
Weight fluctuation (calculated as the difference between highest weight 
and lowest weight attained in the past year). WTPERCEPT = Perception of 
weight. BSAT = Body satisfaction. Means with similar superscripts 
differ significantly according to post-hoc tests, = .05.
* £  = .001. ** £  = .000.
+ F (2, 76). ++ F = (2, 75).
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Table 3
Mean and Adjusted Mean Comparisons of Bulimics'. D i e t e r s a n d  Normals' 
EDI Subscale Scores
Means
(Standard Deviations')
Bulimics Dieters Normals
(n=24) (n-29) (n-26) F
Subscale
DT 13.79a 3. 31a . 04a 157.375
(3.38) (3.58) (.20)
B 6 . 38b,c . 45c . 04b 70.678
(3.72) (.83) (.20)
IE 6.50d,e .86® . 40d 21.288
(6.07) (2.36) (.98)
ID 3.21f’8 1.03s 1. 23f 5.211
(3.83) (2.13) (1.63)
P 8.96h 6.22h 6.92 2.975
(4.20) (4.54) (3.67)
MF 4.33i-j 1 .90* - 1.621 5.512
(4.55) (2.78) (1.75)
table continues
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Bulimics Dieters Normals
Subscale F
BD 19. 52k,m io.ss1'"1 3.60k'L 37.571
IA 9. 33n,° 1.75° . 47n 34.095
Notes. All pairwise planned comparisons were conducted with p = .048 
for each comparison, and means with similar superscripts differ 
significantly. DT = Drive for Thinness. BD = Body Dissatisfaction. B 
= Bulimia. IE = Ineffectiveness. P = Perfectionism. ID = 
Interpersonal Distrust. IA = Interoceptive Awareness. MF = Maturity 
Fears. Weight was covariate for ANCOVAs conducted on BD and IA.
54
the EDI than did noneating-disordered normals. In accordance with 
Hypothesis 2, dieters scored significantly higher than controls on DT 
and BD subscales, and dieters' and normals' scores did not differ on the 
B, IA, IE, ID, and MF subscales. However, in contrast to Hypothesis 2, 
differences between dieters' and normals' scores on the P subscale 
failed to reach significance. Planned comparisons between bulimics' and 
dieters' scores supported Hypotheis 3: Bulimics scored significantly
higher than dieters on IA, B, IE, MF, and ID subscales. The finding 
that bulimics obtained significantly higher scores than dieters on DT,
BD, and P subscales failed to support Hypothesis 4.
Eating- and Weight-Related Cognitions
Scores on the MAC and its' subscales were analyzed with a series of 
one-way ANOVAs. The results are depicted in Table 4. Bulimics scored 
significantly higher than both dieters and normals on total MAC 
scores and each of its' three subscales. A post hoc contrast, p = .05, 
showed that dieters' and normals' scores on the Approval subscale did 
not differ at a statistically significant level, F (1, 76) = .333, p = 
.566. A two-tailed t-test revealed that bulimics' mean scores were not 
significantly different from those Mizes (1988) reported for bulimic 
patients (M = 149.55, SD = 29.96), t (42) = -1.424, p < .05.
Results from one-way ANOVAs and ANCOVAs conducted on total BCDS 
scores and subscale scores are shown in Table 4. Overall F-tests were 
significant for both total BCDS scores and its' subscales. Bulimics' 
scores were significantly greater than those obtained by dieters and 
normals. Dieters' total BCDS scores and Automatic Behavior subscale 
scores were significantly greater than normals', but a post hoc contrast
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Table 4
Mean Comparisons of Bulimics*. Dieters'. and Normals' MAC and BCDS 
Scores
Means
(Standard Deviations')
Bulimics Dieters Normals
(n-24) (n-29) (n=26) F
Scale
MAC
Total 137.88 95.24 80.19 58.169 *
(24.34) (17.62) (16.39)
APPROVAL 18.21 12.76ns 12.04ns 13.272 *
(6.55) (3.58) (3.33)
SCT 25.04 19.41 14.19 45.017 *
(3.46) (4.21) (4.33)
WTREG 62.75 39.31 31.92 71.272 *
(12.20) (9.20) (6.54)
table continues
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Bulimics Dieters Normals
Scale
BCDS
Total 77.29 43.24 36.73 81.983 *
(16.74) (10.76) (7.11)
APPEARS b 27.68 16.41ns 13.92ns 47.998 *
AUTO 49.96
i—i
CMCM 22.08 82.777 *
(11.14) (7.37) (5.11)
Note. All degrees of freedom (2, 76). APPROV = Approval subscale. SCT 
= Self-control subscale. WTREG = Weight regulation subscale. APPEAR = 
Appearance subscale. AUTO = Automatic behavior subscale. Unless 
denoted with ns, post-hoc contrasts within rows are signifcant, p, .05. 
a Adjusted means reported, b ANCOVA conducted with weight as covariate.
* p = .000.
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P  =  .05, showed that dieters' and normals' Appearance subscale scores 
did not differ significantly, F = (1, 75) = 2.762, p = .101.
Global Cognitions
A one-way ANCOVA with weight as the covariate conducted on RBI 
scores revealed significant group differences, F (3, 75) = 11.390, p = 
.000. Normals', dieters' and bulimics' adjusted mean scores were 
24.913, 24.021, and 18.652, respectively. Post hoc contrasts p = .05, 
showed that the difference between normals' and dieters' means was not 
significant F = (1, 75) = .391, p = .534. The difference between 
dieters' and bulimics' means was significant, F = (1, 75) = 16.046, p = 
.000, and the difference between normals' and bulimics' means reached 
significance, F = (1, 75) = 17.893, p = .000.
Sex-Role Variables
A discriminant function analysis was conducted to examine which 
scores of the following 10 measures best predicted group membership: 
self scores of the PAQ M, F and M-F subscales; ideal scores of the PAQ 
M, F, and M-F subscales; SRBS M, F, and M-F subscales; and the ATWS. 
Weight and social desirability were included in the analysis.
The overall test of discrimination among the groups was 
significant, allowing a rejection of the hypothesis (null) that the 
means of all groups are equal on all variables, Wilk's Lambda = .404, F 
(24,126) = 3.011, p = .000. Twenty-one of the 26 normal subjects were 
correctly classified as such (81%); 18 of the 29 dieters were correctly 
classified (62%) , and 17 of the 24 bulimics were correctly classified 
(71%).
Univariate F-tests of individual dependent variables revealed
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significant group differences on the following sex-role predictors: 
self scores on the PAQ M and M-F scales, and ATWS scores. The remaining 
seven sex-role variables failed to reach significance. Table 5 depicts 
subjects' adjusted means, F-ratios, and probability values.
Results of post-hoc contrasts that compared subject groups' 
adjusted mean scores for sex-role variables are depicted in Table 5. 
Significant differences emerged on the PAQ M, and MF subscale self 
scores, MF ideal scores, the ATWS, social desirability, and weight.
Variables that produced the best discrimination between groups were 
self scores on the PAQ MF scale self scores, PAQ MF scale ideal scores, 
and PAQ M scale ideal scores, along with weight and social desirability. 
Table 6 depicts all variables entered into the analysis, and their 
respective coefficients.
Attitudes Toward Attractiveness and Weight
Results of an ANCOVA (weight and social desirability as covariates) 
showed that the groups' means differed significantly, F (4, 74) =
14.889, £ = .000. Adjusted means for bulimics, dieters, and
normals were 60.144, 50.860, and 46.331, respectively. Post hoc 
contrasts, jd = .05, revealed significant differences between bulimics' 
and normals' means, F = (1, 74), = 27.779, 2 = *000, and between 
dieters' and bulimics' means, F = (1, 74), = 16.550, £ = .000.
Discussion 
Bulimics vs. Normals 
As expected, bulimic women showed a significantly greater degree of 
distorted attitudes toward eating and weight control compared with women 
who expressed little or no concern with these issues. In addition,
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Table 5
Adjusted Means Comparison of Bulimics'. Dieters', and Normals1 Scores on 
Sex-Role Variables
Adjusted Means 
(Standard Deviations')
Bulimics Dieters Normals
(n=24) (n=29) (n-26) F £\
Scale
PAQ Self
M scale 17 . 22a,c 20.96a 21.12c 5.247 .007
(4.95) (4.69) (4.60)
F scale 26.00 24.71 26.12 1.020 .366
(4.67) (3.68) (3.65)
M-F scale 9.78b,d 14.25b 12.54d 7.783 .001
(3.97) (4.27) (3.84)
[ Ideal
M scale 25.35 25.96 25.62 .125 .882
(4.70) (4.17) (4.42)
table continues
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Bulimics Dieters Normals
Scale F E
F scale 26.44 27.43 27.58 .600 .551
(5.04) (3.16) (3.57)
M-F scale 20.57 19.00 17.65 2.085 .132
(5.31) (5.26) (4.35)
SRBS
MV scale 99.65 99.21 98.39 .061 .941
(14.68) (12.26) (12.16)
FV scale 107.78 106.36 108.92 . 377 . 687
(11.12) (10.57) (11.01)
SS scale 80.96 81.32 79.96 .168 . 846
(10.32) (9.13) (6.95)
ATWS 32.48 34.20 31.33 3.026 .055
(4.23) (3.67) (4.99)
Note. Means calculated with N - 77. Degrees of freedom for all post
hoc contrasts = 1 ,  74. PAQ = Personal Attributes Questionnaire. M = 
Masculine subscale. F = Feminine subscale. M-F =
Masculinity-Femininity subscale. SRBS = Sex-Role Behavior Scale. MV =
table continues
Male-valued subscale. FV = Female-valued subscale. SS = Sex-specific 
subscale. ATWS = Attitudes Toward Women Scale. CM = Crowne-Marlowe 
Social Desirability Scale.
a Post hoc contrast significant, F = 7.896, p = .006.
b Post hoc contrast significant, F = 15.468, p = .000.
c Post hoc contrast significant, F = 8.259, p = .005.
d Post hoc contrast significant, F = 5.689, £ = .020.
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Table 6
Canonical Variate of Sex-Role Variables. Social Desirability, and Weight
Discriminant Function Coefficients
Scale
PAQ Self Scores
Masculinity subscale .072
Femininity subscale .363
Masculinity-Femininity subscale -.691 *
PAQ Ideal Scores
Masculinity subscale -.469 *
Femininity subscale -.112
Masculinity-Femininity subscale .823 *
Sex-Role Behavior Scale
Male-valued subscale -.104
Female-valued subscale .219
Sex-specific subscale .158
Attitudes Toward Women Scale .016
Crowne-Marlowe Social Desirability Scale .667 *
table continues
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Discriminant Function Coefficients
Scale
Weight .536 *
Note. PAQ = Personal Attributes Questionnaire. 
* Best discriminators.
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bulimics demonstrated significantly more pathological attitudes not 
specific to food or weight concerncs than normals. The potential 
influence of weight or social desirability (bulimics weighed 
significantly more than normals, and scored higher on social 
desirability) on group differences was controlled for statistically by 
means of ANCOVAs, thus findings are not due to group differences in 
these variables.
Bulimics vs. Dieters
Data concerning drive for thinness, body dissatisfaction, 
eating- and weight-specific cognitions, and attitudes toward 
attractiveness (thinness) were in accordance with group assignment and 
suggest that these symptom-specific factors differentiate bulimics from 
dieters.
Data from the MAC, BCDS, and ATAS mirror bulimic - dieter 
differences in body dissatisfaction and drive for thinness. Differences 
emerged between dieters and bulimics on cognitions that featured the 
following: (a) self-esteem derived from excessive self-control over
eating, (b) weight control as a means of obtaining approval from others, 
(c) a view of weight control as a process that is perceived as out of 
control if it is not absolutely controlled, (d) a view of eating 
behavior as an automatic response to certain situations, and (e) the 
need for perfection in overall appearance, in particular weight.
Cognitions bulimics hold concerning their own weight-control 
efforts may reflect their internalization of cultural values about 
weight and eating among women. Data from the ATAS show that bulimics 
endorsed sociocultural values for the attainment of thinness and
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avoidance of fatness for women to a significantly greater degree than 
dieters.
Data concerning nonsymptom-specific factors suggest that global 
pathology distinguishes bulimics from dieters. As expected, bulimics 
showed a significantly greater degree of interoceptive awareness, 
interpersonal distrust, ineffectivenss, and maturity fears compared with 
dieters. With the exception of scores on perfectionism (P), EDI data 
are in accordance with Garner, Olmsted, and Polivy (1983) who reported 
that anorexia nervosa patients showed significantly greater degrees of 
interoceptive awareness, maturity fears, interpersonal distrust, and 
ineffectiveness than weight-preoccupied subjects (normal dieters). 
Weight-preoccupied subjects and anorexia nervosa patients were 
indistinguishable on perfectionism. Subject characteristics may explain 
the discrepancy in P scores among subjects across these studies. Ballet 
students comprised part of the WP group of women: the nature of this 
activity, the degree of discipline inherent in ballet, would seem 
conducive to a degree of perfectionism matching that seen in anorexia 
nervosa patients.
Dieters did not share with bulimics the types of irrational 
cognitions measured by the RBI. Results support an association between 
irrational cognitions and bulimia, and that these belief systems 
distinguish bulimics from noneating-disordered women, including dieters.
Dieters v s . Normals
Data from the EDI served largely to confirm group assignment. 
Dieters demonstrated a significantly greater degree of drive for
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thinness and body dissatisfaction, and were comparable to normals in 
terms of bulimic symptoms.
Dieters endorsed weight- and eating-specific cognitions to a 
significantly greater degree than normals on all but two subscales of 
the MAC and BCDS. The groups' scores did not differ on either the MAC 
Approval subscale or the BCDS Appearance subscale indicating that 
dieters and normals do not endorse eating behavior as a source of 
approval from others nor are they particularly concerned with physical 
appearance. Both weight gain (or loss) and appearance are attributes 
that can be evaluated by others: similarities between dieters and
normals on the Approval and Appearance subscales suggest that external 
evaluation may not be a strong motive for dieters' weight control 
efforts. Cultural prescriptions for weight control among women do not 
seem to influence dieters' behavior, either. Data from the ATAS suggest 
that neither dieters nor normals endorse cultural prescriptions for 
women concerning the attainment of thinness and avoidance of fatness.
Findings from the ATAS, Appearance subscale of the BCDS, and 
Approval subscale of the MAC are also of interest in light of group 
differences in social desirability. Dieters and normals were 
indistinguishable in terms of social desirability; bulimics showed a 
significantly greater degree of concern with social approval than both 
of these groups. This pattern of results suggests a need for general 
social approval among bulimics, but not dieters (or normals). Data from 
the ATAS, and Appearance and Approval subscales suggest a further need 
among bulimics for social approval specific to the domain of eating and 
weight control that dieters (and normals) do not experience.
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Dieters failed to differ from normals in their responses to the 
nonsymptom-specific factors measured by the EDI and the global 
cognitions measured by the RBI. As predicted, dieters and normals were 
comparable on interpersonal distrust, ineffectiveness, interoceptive 
awareness, and maturity fears subscales of the EDI. Contrary to the 
prediction that dieters would be more perfectionistic than normals, 
dieters and normals failed to differ on the perfectionism subscale of 
the EDI.
Sex-Role Variables 
Results from the discriminant function analysis conducted on 
sex-role data suggest the importance of personality traits relative to 
attitudes or behaviors, in contributing to the gender identity of women 
classified on the basis of eating behavior. In accordance with 
hypotheses, sex-role variables that best discriminated among bulimics, 
dieters, and normals were: (a) the possession of traits thought to be
socially desirable for men only (self scores on the MF scale), and (b) 
the idealization of traits thought to be socially desirable for men only 
(ideal scores on MF). It was also hypothesized that perceived 
masculinity (M self scores) would distinguish the three subject groups; 
this hypothesis was not confirmed, rather the idealization of traits 
thought to be more characteristic of men than of women (ideal scores on 
M) distinguished the groups.
The same variables in this study--self and ideal scores on MF, and 
ideal scores on M--that discriminated the groups, were also the 
variables associated with disordered eating in college undergraduates in 
the study by Timko et al. (1987). These findings strengthen Timko's
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conclusion of the importance of including the MF scale in investigations 
of sex-role orientation and disordered eating. Given the discrepant 
findings obtained by researchers who have used only the M and F scales, 
the exclusion of this scale in the literature may clearly be an 
important gap.
Group Profiles and Their Meaning 
for Conceptualizations of Bulimia Nervosa 
This study confirms the existence of a profile of symptom-specific 
pathology plus nonsymptom-specific pathology unique to bulimic women. 
That this profile characterizes bulimics, but not dieters, supports the 
discontinuity idea that eating disorders are not simply an extreme form 
of dieting: that dieting as a symptom of bulimia nervosa, and dieting in 
noneating-disordered women are two different processes. Furthermore, 
that dieters do not have even a moderate case of nonsymptom-specific 
pathology, strengthens the discontinuity argument that 
nonsymptom-specific factors precede the symptoms specific to eating 
pathology.
Bulimia nervosa may represent dieting to an extreme on the 
surface. However the motives that drive such behavior (if indeed, the 
relationship between bulimic symptoms and irrational cognitions, 
perfectionism, maturity fears, interoceptive awareness, interpersonal 
distrust, and ineffectiveness is causal) may differ from the motives 
that drive a dieter to diet. It would seem that the discontinuity 
versus continuity debate obscures the distinction between symptoms and 
motives in eating disorders. Although symptoms within a population may
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occur on a continuum scale, reasons for weight control may be distinctly 
different among individuals.
The profile dieters demonstrated in this study is somewhat more 
complex that than described for WP subjects in the study by Garner, 
Olmsted, and Garfinkel (1983). The profile of nonbinging, nonpurging 
dieters featured (a) eating- and weight-related symptoms reported in 
levels intermediate to those reported by bulimics and normals (drive for 
thinness, body dissatisfaction, and eating- and weight-related 
cognitions), (b) eating- and weight-related symptoms that failed to
differentiate dieters from normals, but which occurred to a 
significantly greater degree among bulimics (endorsement of thinness 
among women, and two types of eating- and weight-related cognitions), 
and (c) an absence of global pathology seen in bulimics.
Implications for Research on Dieting
Taken together these issues have implications for future research 
in this area, namely the need to better conceptualize and to more 
closely examine the nature of dieting and weight control. This would 
seem to be especially important with the current emphasis on dieting as 
a risk factor for eating disorders. A better conceptualization of 
dieting could be useful in answering several questions pertinent to 
research on eating disorders: Are different methods of dieting more or
less likely to lead to binge eating and bulimia nervosa? Is it the 
frequency of dieting, the particular method used, or the meaning of 
dieting to the individual that makes dieting a potential risk factor? 
Clearly, there is a need to employ dieters like the ones used in this 
research in future studies: It may be very useful to examine dieting
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among the great majority of women who diet and do not become bulimic to 
help understand the minority of women who diet and do become bulimic.
Recent research in the area of eating disorders has focused on 
similarities and differences between restrained eaters and bulimics in 
testing whether bulimia nervosa is an extreme form of dieting. It is 
plausible that restrained eaters, given the way they are chosen for 
research, are actually bulimic (or bulimics are actually restrained 
eaters). Assuming the existence of a continuum of eating behavior, it 
seemed important in this study to study a group of women whose eating 
behavior and concerns were truly at an intermediary point on this 
continuum. Comparing findings from this study with studies which have 
employed restrained eaters and bulimics, it is clear that there is a 
need to distinguish, methodologically and conceptually, dieters from 
restrained eaters.
For instance, although dieters in this study could be 
distinguished from bulimics on BD and DT subscales, restrained eaters in 
the study by Wilson and Smith (1989) showed the same degree of drive for 
thinness and body dissatisfaction as the bulimics. From this it appears 
that dieters and restrained eaters are clearly different. However, 
subjects' scores on a different eating disorders inventory, the Eating 
Disorders Examination (EDE; Cooper & Fairburn, 1987) distinguished 
restrained eaters from bulimics. It could be argued that dieters and 
bulimics would also differ on the EDE, an instrument that, as Wilson and 
Smith asserted, is a more sensitive measure of weight and eating 
concerns specific to bulimia nervosa.
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Findings from the nonsymptom-specific EDI subscales also point out 
the importance of distinguishing restrained eaters from dieters. In the 
study by Wilson and Smith (1989) bulimics and restrained eaters could 
not be differentiated on the basis of these variables. Yet, in the 
current study dieters and bulimics clearly differed in these variables. 
While the degree of distinction between restrained eaters and dieters is 
unclear, results from this study and from Wilson and Smith's (1989) 
suggeststhat dieters and restrained eaters are not from within the same 
population.
Finally, the relationship between restraint and irrational 
cognitions reported by Ruderman (1985b) suggests that both restrained 
eaters and bulimics share these cognitions. However, data from the 
current study indicate that dieters and bulimics do not share these 
cognitions, and that dieters in fact are no different than normals in 
this respect.
Study Limitations 
The assignment of women into bulimic, dieter, and normal subject 
groups is one limitation to this research. In particular, the use of 
DSM-III-R diagnostic criteria to define bulimic subjects proved to be 
somewhat problematic. For instance, terms such as "eating binge," 
"preoccupied with body shape and weight," and "lack of control over 
eating behavior" that are used in the DSM-III-R criteria may be too 
ambiguous and subjective for research purposes. Instruments that 
require more detailed information about the nature of the respondent's 
eating behavior and weight control concerns may have been better to 
suited to this research.
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In acknowledgment that motives for dieting may differ among women, 
it may have been important to ensure the use of women whose reasons for 
dieting were similar. For instance, attempting to control one's weight 
for the purpose of maintaining or enhancing athletic ability may be 
qualitatively different from an effort directed at achieving a certain 
standard for physical appearance. Making such a distinction among 
dieters may or may not have made a difference in the results of this 
study but the very fact that this is unclear is a point for future 
researchers to address.
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Appendix A
Estimate your current weight ______ (lbs.)
Estimate your current height  ft.  in.
Using the scale below, circle the number that indicates your current 
perception of your weight:
-2 -1 0 +1 +2 
extremely somewhat normal somewhat extremely
thin thin weight overweight overweight
Over the last year how often have you begun a diet?
______ number of times
Are you satisfied with your current weight?
1.  no 2 .  yes
In the last year, how often have you experienced an irresistable urge to
binge: 1._____ never 2.  rarely
3.  sometimes 4.  often
In the last year, how often have you experienced an irresistable urge to 
purge (rid your body of food recently consumed):
1.  never 2 .  rarely
3.  sometimes 4.  often
Within the last year has your weight remained stable, or varied within 
less than 10 pounds? 1.  no 2.  yes
Do you currently have a condition (e.g., diabetes) for which you must 
follow a medically prescribed diet? 1.  no 2.  yes
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How often have you experienced an eating binge (several pieces of cake, 
large bags of chips, or bags of cookies, etc.) in the past week?
  times in the last week
How often have you experienced an eating binge in the last three months?
  times in the last three months
If you binge, how many minutes does a typical binge last?
  minutes
In the past three months, how often have you tried each of the following
methods to prevent weight gain? If never, enter 0.
1. ____  severely restrictive diets
2. ____  self-induced vomiting
3. ____  taking laxatives or diruretics
4. ____  vigorous, intense exercise after eating
If you binge, do you experience a feeling of lack of control over your 
eating behavior during a binge? 1.  no 2.  yes
Are you preoccupied with your body shape and weight?
1. no 2. yes
Age:
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Appendix B
Class: 1. ___ Fr 2.  So 3.____ Jr 4. Sr
What is your religious affiliation? 1. Catholic 2
3. Protestant 4
What is your race? 1.  Caucasian 2.  Black
3. Oriental 4. Other
Current living arrangement (check one):
1.  With parents or relatives
2.  Dorm or shared apartment with friend
3.  Living with significant other
4.  Alone
Father's occupation ____________
Father's education? 1.  less than high school
2.  high school
3.  some college or
technical training
4.  college graduate
5.  graduate degree
Mother's occupation ________________
Jewish
Other
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Mother's education? 1.  less than high school
2.  high school
3.  some college or
technical training
4.  college graduate
5.  graduate degree
Current weight _____ (lbs.)
Current height _____ ft. ______in.
Desired or ideal weight  (lbs.)
What is the most you've weighed in the past year? _____ lbs.
What is the least you've weighed in the past year? _____  lbs.
Using the scale below, circle a number to indicate your 
perception of your current weight:
-2 -1 0 +1 +2 
extremely somewhat normal somewhat extremely
thin thin weight overweight overweight
How satisfied are you with the way your body is proportioned?
-2 -1 0 +1 +2 
not at all slightly moderately very extremely
satisfied satisfied satisfied satisfied satisfied
Are you currently dieting? 1.  no 2.  yes
At what age did you begin to restrict your food intake due to concern
over your body size? years old
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Appendix C 
COLLEGE OF WILLIAM AND MARY 
Psychology Department Consent Form 
In the research conducted by Jill Washychyn and Professor Ellen 
Rosen, I understand that I will be expected to complete one 
questionnaire. Items on the questionnaire concern demographic 
information, weight and eating issues, personality traits, and attitudes 
about social behavior.
I further understand that my name will not be associated with my 
responses or any results of this study. I know that I may refuse to 
answer any question asked, and that I may discontinue participation at 
anytime. I also understand that upon completion of my participation, I 
will be given a complete explanation of this study, and I have the right 
to withdraw the use of my data at that time. I am aware that I may 
report dissatisfactions concerning any aspect of this research to the 
psychology department's research ethics committee.
My signature below signifies my voluntary participation iri this
s tudy.
Date Signature
201-202 Instructor Name (please print)
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Footnotes
1. On the Attitudes Toward Women Scale, subjects were 
unintentionally provided with a five-point scale, which added a neutral 
response choice. All responses to the neutral choice were treated in 
the analyses as missing data.
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